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Abstract Objective: There are numerous methods of treatment for pilonidal
abscess; however the best method in acute pilonidal abscess has remained contro-
versial. The present study was designed to compare drainage, delayed excision and
primary closure with excision and secondary healing in this relation.
Methods: In a randomized clinical trial study among 102 patients with definite diag-
nosis of pilonidal abscess referred to the Colorectal Clinic of Nemazee Hospital, 80
patients who fulfilled the criteria of entering the study were selected and divided
into two groups of A and B. The exclusion criteria were any history of pilonidal
abscess operation, diabetes mellitus, renal failure and immunosuppression. In
group A, drainage and delayed excision (3 weeks afterwards) and primary closure
were performed while in group B, excision and secondary healing was performed.
Patients were followed twice a week for 1 month and then 2, 6 and 12 months after
the operation. The two methods were compared in terms of time period for wound
healing, postoperative complications and any sign of recurrence.
Results: Symptoms were relieved in all patients. All patients returned to work 7e
9 days after the operation. After 6 months, there was no signs of recurrence in both
groups. After 12 months in group B, the same results were observed as previous
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Management of pilonidal abscess 229months while in group A, 14% developed recurrence of pilonidal abscess. Wound
infection was noticed in 5.6% of patients in group A and 2.5% in group B and the dif-
ference was not significant (p > 0.05). All patients in group B developed wound
healing during 6 weeks except two of them who had a delay in this finding up to
8 weeks.
Conclusion: The results of drainage and primary wound closure were comparable to
the excision and secondary wound healing except in the rate of recurrence which
was more frequent in the primary wound closure. As a result, in spite of much prop-
erty and comfort of primary wound closure, this method would not be recom-
mended for all cases with acute pilonidal abscess.
ª 2006 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.Introduction
Pilonidal disease is a common chronic disease of the
sacrococcygeal region. The cause of pilonidal sinus
remains controversial. It occurs more often in over-
weight people, personswith abundant bodyhair and
occurs more often in men than in women.1,2 Numer-
ous kinds of surgical procedures were described for
treating pilonidal disease and abscess, i.e. drainage
and curettage,3 cryosurgery,4 Z-plasty proce-
dure,5,6 excision with secondary healing, vacuum
assisted closure7 and modified lay-open (incision,
curettage, partial lateral wall excision andmarsupi-
alization),8 however the best method of treatment
is a conflicting subject, up to now. This study was
performed to compare primary wound closure with
secondary wound healing in this relation.
Materials and methods
In a randomized clinical trial study from January
2003 through March 2004, among 102 patients with
a diagnosis of pilonidal abscess referred to the
Colorectal Clinic, of Namazi Hospital affiliated to
Shiraz University of Medical Science, 80 patients
who fulfilled the criteria of entering the study
were selected and divided randomly into two
groups of A (primary) and B (secondary). Random-
ization was done by the registering nurse, who was
blind to the study, and patients with odd numbers
were classified in group A and those with even
numbers were placed in group B. Shiraz University
of Medical Sciences Ethical Committee approved
the study and an informed written consent was
taken from each of the patients. The exclusion
criteria were diabetes mellitus, renal failure,
immunosuppression and any history of previous
pilonidal surgery. A single surgeon handled the
operation in all the patients.
The patients were evaluated for any signs and
symptoms of infection, mass formation, discharge
and cellulites before the operation, also, for thedepth and length of surgical procedure. Under
local anesthesia (10 ml of 2% xylocaine, 3 ml of
0.5% marcaine and 2 ml of 1100000 epinephrine).
In group A, initially, incision and drainage of the
abscess was done. Afterwards, oral antibiotic
(cephalexin 500 mg orally every 6 h, analgesic
(acetaminophen codeine) was given to the pa-
tients for 1 week. The patients were advised to
take a bath daily and avoid excessive physical
strain. Patients were visited weekly and after
3 weeks, excision of the cyst and primary closure
was done. None of the wounds were infected at
this time. After homeostasis was achieved, simple
sutures (Nylon 2/0) were applied to the skin down
to the presacral fascia. The skin was approximated
with nylon 4/0 and tied dressing using sterile
gauze. In group B, excision of the infected cyst
was performed at the time of referral and the
wound was left open for secondary healing. The
patients were advised on daily irrigation and dress-
ing of the wound. The same medication with the
same duration was administered for this group.
All patients in groups A and B were followed for
1 year in the intervals of twice a week for 1 month
and also 2, 6 and 12 months after the operation for
any signs and symptoms of recurrence, infection
and time period of wound healing. An independent
observer (a resident of general surgery) who was
blind to the study and was previously trained for
diagnosing recurrence and healing evaluated the
healing and recurrence rate.
All data were analyzed with SPSS software. Chi-
squared test and t-test were used for comparison.
Fisher’s exact test was used for comparing recur-
rence of abscess formation between the two study
groups. A p value less than 0.05 was considered
significant.
Results
From 80 patients entering the study, 76 patients
continued to be followed for 1 year. In the primary
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of 24.2  7 years and in the secondary group, there
were 40 patients with a mean age of 24.7 
7.5 years (Table 1). The demographic characteris-
tics of the patients in primary healing and second-
ary are shown in Table 1. The duration of
symptoms, length and depth of abscess in primary
vs secondary groups are also shown in Table 1. Dur-
ing follow up, 5.6% of patients (n ¼ 2) in group A
and 2.5% in group B (n ¼ 1) developed infection
(wound infection) (p > 0.05). Patients in the sec-
ondary group used significantly less pain relievers
compared to the primary group (p > 0.05). There
were no statistically significant differences be-
tween the primary and secondary groups in rela-
tion to gender, age, duration of symptoms and
main chief complaints including discharge, infec-
tion, pain and the length and depth of abscess.
The symptoms relieved in all patients receiving ei-
ther of the treatments and all of the patients re-
turned to work 7e9 days after the operation.
After 6 months, there was no signs of recurrence
in either group. However, the recurrence of ab-
scess formation was detected in 14% (n ¼ 5) of pa-
tients in the primary group. In other words, the
difference in the rate of abscess formation in the
primary and secondary group patients after
1 year was significant (p < 0.05).
Table 1 Comparison of symptoms and clinical
findings in patients of groups A and B
Method
A
Method
B
p
value
Number of patients
(n, %)
36 (100) 40 (100) NS
Male (n, %) 33 (91.6) 35 (87.5) NS
Female (n, %) 3 (8.4) 5 (12.5) NS
Mean age (years) 24.2  7 24.7  7.5 NS
Mean duration of
symptom (months)
13.03  19 15.7  18 NS
Length of abscess
(cm)
2.9  1.6 2.7  1.5 NS
Depth of abscess
(cm)
2.5  1.4 2.6  1.5 NS
Pre operation findings
Pain 35 (97.2) 39 (97.5) NS
Swelling 28 (77.8) 24 (60) 0.09
Infection 29 (80.6) 33 (82.5) NS
Discharge 26 (72.2) 31 (77.5) NS
Findings during operation
Inflammation 16 (44.4) 20 (50) NS
Sinus formation 29 (80.6) 33 (82.5) NS
Recurrence 30 (83.3) 35 (87.5) NS
Mass 29 (80.6) 28 (70) NS
NS, not significant.Discussion
Pilonidal abscess is one of the most common
complications of pilonidal disease.3 Similar to the
pilonidal sinus, the treatment of pilonidal abscess
has still remained a challenge. Some authors be-
lieve that the incision and drainage method is an
effective procedure. However, this method would
treat only the acute infection and produce the
necessity of re-operation for definite therapy.
The alternative method is drainage and excision
in which the patients will receive definite therapy
in a single staged operation.8 Carman9 recommen-
ded either treatment according to the possibility
and situation. Hanley10 preferred open drainage
of the abscess followed by definite excision.
Goodall11 in a study on 41 patients with acute pilo-
nidal abscess who were treated with incision and
drainage reported that 85% needed further surgical
treatment within a year. Overall, excision and pri-
mary closure to have a potency to produce early
wound infection did not develop, but this method
made restriction in activity and resulted in a high
rate of recurrence. The rate of recurrence with
drainage and primary wound closure was reported
to be approximately 38% by previous researchers.
In our study the recurrence rate was 14%. On the
other hand, Shiptz et al.12 recommended a single
stage treatment which was secondary healing by
granulation tissue. In a review of 126 patients
treated by this method, the recurrence rate of
20.9% was reported. However, the length of time
to gain acceptable wound healing decreases its
effectiveness to some extent. In the present study,
the rate of recurrence was considerably lower in
patients receiving this procedure in comparison
to primary wound closure. Even, the patients’
wellbeing, return to work and rate of infection
were comparable in both procedures.
One the most important limitation of our study
was that 90% of our patients were male. Although,
sex has not been proved in previous studies to have
an effect on the outcome of the two methods of
operation and additionally since sex distribution
between the two studied groups (group A and B)
was the same, statistical bias need not be consid-
ered. However, if a more equally distributed group
of patients was studied, the results would seem
more realistic.
The results of drainage and primary wound
closure were comparable to drainage and second-
ary wound healing except in the rate of recurrence
which was more frequent in primary wound clo-
sure. As a result, in spite of much comfort of
primary wound closure, this method would not be
Management of pilonidal abscess 231recommended for all cases with acute pilonidal
abscess; however, other studies on a larger num-
ber of patients and longer duration of follow up are
desirable to document the property of secondary
wound healing in this relation.
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